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Abstract  Vaginismus  is  a  poorly  understood  disorder,  characterized  by  an  involuntary  muscular
spasm of  the  pelvic  ﬂoor  muscles  and  outer  third  of  the  vagina  during  intercourse  attempt,
which results  in  aversion  to  penetration.  It  is  reported  to  affect  1--7%  of  women  worldwide.
With this  report  the  authors  aim  to  describe  the  case  of  a  young  patient  with  vaginismus  in
whom techniques  usually  from  the  chronic  pain  domain  were  used  as  part  of  her  multimodal
therapeutic  regimen.
© 2015  Sociedade  Brasileira  de  Anestesiologia.  Published  by  Elsevier  Editora  Ltda.  This  is  an
open access  article  under  the  CC  BY-NC-ND  license  (http://creativecommons.org/licenses/by-
nc-nd/4.0/).
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Terapêutica  multimodal  do  vaginismo:  abordagem  inovadora  por  meio  de  inﬁltrac¸ão
de  pontos  gatilho  e  radiofrequência  pulsada  do  nervo  pudendo
Resumo  O  vaginismo  é  uma  doenc¸a  pouco  compreendida  que  se  caracteriza  por  uma  contrac¸ão
muscular  involuntária  dos  músculos  do  pavimento  pélvico  e  do  terc¸o externo  da  vagina  durante
as tentativas  de  intercurso  sexual,  o  que  resulta  em  aversão  à  penetrac¸ão.  Estima-se  que  possa
afetar entre  1%-7%  da  populac¸ão  feminina  mundial.  Com  este  relato  os  autores  pretendem
apresentar  o  caso  de  uma  paciente  jovem  com  vaginismo  na  qual  foram  usadas  técnicas  habit-
ualmente do  domínio  da  medicina  da  dor  crônica  como  parte  do  seu  esquema  terapêutico
 de  Anestesiologia.  Publicado  por  Elsevier  Editora  Ltda.  Este e´  um
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Figure  1  Patient  at  the  outpatient  unit,  under  deep  sedation
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ntroduction
aginismus  is  a  disorder  characterized  by  involuntary
ontraction  of  the  pelvic  ﬂoor  and  vaginal  muscles,  which
akes  sex  intercourse  difﬁcult  or  impossible.1 Although  it
as  ﬁrst  described  over  100  years  ago,  it  remains  poorly
iagnosed  and  undertreated,  a  fact  that  becomes  more  rel-
vant  if  one  takes  into  account  that  compared  to  other
exual  disorders,  especially  of  desire  and  orgasm,  it  appears
o  be  one  whose  treatment  has  the  greatest  potential
or  success.2 Several  treatments  have  been  used  over  the
ears,  including  sexual  therapy,  desensitization,  hypnother-
py,  vaginal  dilators  and  injection  of  botulinum  toxin,  among
thers.2,3 Nevertheless,  the  optimal  approach  has  not  been
etermined,  and  both  our  clinical  experience  and  current
nternational  literature  point  toward  the  pulsed  radiofre-
uency  (PRF)  because  its  neuromodulatory  properties  are
seful  in  the  treatment  of  refractory  pain.4--7
linical case
emale  patient,  29  years  old,  nulliparous,  ASA  II  due  to  dia-
etes  mellitus  (DM)  type  I  since  adolescence,  taking  insulin
ith  good  glycemic  control  in  outpatient  service,  and  with
 history  of  repeated  vaginal  infections.  The  patient  was
eferenced  to  the  Pain  Medicine  Unit  (PMU)  of  our  institution
ue  to  complaints  of  vulvodynia  and  dyspareunia  with  two
ears  of  evolution.  She  had  no  history  of  aggression,  trauma
r  accident;  had  surgical  history  of  conization.  At  the  time
f  referral,  she  was  attending  psychiatric  and  gynecologic
onsultations  and  in  treatment  with  estazolam,  escitalo-
ram  and  topical  dibucaine  for  use  before  sex  intercourse.
he  described  a  self-limited  and  only  temporary  relief  of
ain  symptoms  with  the  latter  drug.
At  the  physical  examination,  the  patient  had  a  marked
ensitivity  in  the  lower  half  of  the  vaginal  introitus,  disabling
nd  limiting  for  clinical  observation  itself,  and  she  toler-
ted  with  difﬁculty,  for  example,  digital  or  compress  vaginal
xamination.  In  this  context,  inﬁltration  of  the  vaginal  trig-
er  points  (TP)  was  proposed.  The  technique  was  performed
nder  sedation  in  the  outpatient  unit  (Fig.  1),  and  consisting
f  inﬁltration  of  the  introitus  at  four,  ﬁve,  six,  seven,  and
ight  o’clock  markers,  with  0.2%  ropivacaine  (2  mg  mL−1)
nd  clonidine  (100  g).  No  complications  were  recorded  dur-
ng  this  procedure.  Four  months  after,  the  patient  reported
mprovement  of  vulvodynia,  but  vaginismus  was  present  at
he  physical  examination.  Thus,  she  was  advised  to  undergo
ndividual  hypnotherapy  sessions  and  bilateral  PRF  of  the
udendal  nerve,  which  she  accepted.
On  procedure  day,  upon  arrival  to  the  operating  room,
he  patient  was  premedicated  with  intravenous  (IV)  fentanyl
0.05  mg)  and  midazolam  (1  mg)  and  placed  in  gynecological
osition.  Subsequently,  she  was  anesthetized  with  propo-
ol  bolus,  a  total  of  270  mg  IV.  After  proper  disinfection,
he  ischial  spine  (IS)  and  insertion  point  of  the  sacrospinous
igament  were  identiﬁed  transvaginally.  Medially  to  IS,  a
3G  radio  frequency  needle  with  10  cm  long  and  0.5  cmPlease  cite  this  article  in  press  as:  Carvalho  JC,  et  al.  Multim
approach  through  trigger  point  inﬁltration  and  pulsed  radiofre
http://dx.doi.org/10.1016/j.bjane.2014.10.011
ctive  tip  was  introduced  gradually,  with  2  Hz  motor  stimu-
us  until  pudendal  nerve  identiﬁcation,  visually  conﬁrmed  by
he  occurrence  of  contraction  of  the  external  anal  sphinc-
er  muscle  (Fig.  2).  Subsequently,  an  alternating  current
C
f
o
wo trigger  point  inﬁltration.  During  the  procedure,  an  American
ociety  of  Anesthesiologists  standard  monitoring  was  used.
as  applied  bilaterally  to  the  pudendal  nerves  for  240  s  (2
ycles  of  120  s).  It  has  been  inﬁltrated  also,  for  the  second
ime,  a TP  at  ﬁve  and  seven  o’clock  with  0.2%  ropivacaine
nd  methylprednisolone  acetate  (Depo-Medrol®) (Fig.  3).
he  procedure  was  well  tolerated  by  the  patient,  and  no
omplications  were  reported.
In  the  ﬁrst  12  months  of  follow-up,  the  patient  reported
igniﬁcant  clinical  improvement  and  managed  using  pro-
ressive  size  dilators  and  attempted  penetration.  The  pain
omplaints  were  limited  to  the  vaginal  vault.  From  the  13th
onth,  the  pain  intensity  increased,  although  to  a  lower
hreshold  than  when  she  was  initially  referred  to  the  PMU.
iven  these  circumstances,  it  was  decided  to  repeat  the  PRF
ith  the  same  protocol  used  in  the  ﬁrst  intervention.  Five
onths  later,  the  patient  has  not  required  a  new  differenti-
ted  intervention  by  the  PMU.
iscussion
urrently,  almost  half  the  world’s  female  population  suffersodal  therapeutic  approach  of  vaginismus:  an  innovative
quency  of  the  pudendal  nerve.  Rev  Bras  Anestesiol.  2016.
rom  some  kind  of  sexual  dysfunction.5 Vaginismus  is  one
f  these  disorders  and  is  estimated  to  affect  up  to  7%  of
omen,  a  ﬁgure  that  may  represent  an  underestimation,  as
ARTICLE IN PRESS+ModelBJANE-361; No. of Pages 5
Multimodal  therapeutic  approach  of  vaginismus  3
Figure  2  Radio  frequency  (RF)  materials.  In  the  image  it  is  possible  to  see  the  RF  needle  (A),  as  well  as  the  syringe  with  0.2%
ropivacaine and  Depomedrol® (B)  to  inﬁltration  of  trigger  points.
Figure  3  RF  needle  placed  juxtaposed  to  the  pudendal  nerve
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ment  steps  involves  reﬂection  and  identiﬁcation  of  theduring emission  of  alternating  electric  current  (A).  Inﬁltration
of a  trigger  point  (B)  is  also  displayed.
many  of  these  patients  tend  to  be  quite  reserved  and  not  to
share  their  health  problem.3
Vaginismus  tends  to  be  a  psychosomatic  problem.  That  is,
although  in  a  high  percentage  of  cases  the  etiology  appears
to  be  related  to  psychological  problems  the  spasmodic  reac-
tion  preventing  penetration  is  physical.8 Psychologically,
many  of  these  women  share  a  history  of  traumatic  sexual
intercourse,  sexual  aversion  or  family  and/or  religious  neg-
ative  constraints  regarding  sex,  a  history  not  described  in
our  case.3,8
However,  the  etiology  may  also  be  primarily  physical.
In  fact,  women  with  suspected  diagnosis  should  be  the
subject  of  careful  examination,  as  a  basic  assessment  can-
not  ﬁnd  support  for  their  complaints.8 Possible  pain  origins
are  malformations  of  the  hymen,  clitoris  or  labia;  sexually
transmitted  diseases;  endometriosis;  pelvic  inﬂammatory
disease;  cancer;  insufﬁcient  lubrication;  vaginal  atrophy
or  abnormal  wound  healing.3,8 Furthermore,  our  patient
has  DM,  an  endocrinopathy  with  multiple  microvascular
complications,  particularly  neuropathy.  In  a  meta-analysis
published  in  2013  by  Nguyen  et  al.,  ﬁbromyalgia  and  irritablePlease  cite  this  article  in  press  as:  Carvalho  JC,  et  al.  Multim
approach  through  trigger  point  inﬁltration  and  pulsed  radiofre
http://dx.doi.org/10.1016/j.bjane.2014.10.011
bowel  syndrome  were  signiﬁcantly  identiﬁed  as  comorbidi-
ties  present  in  patients  with  history  of  vulvodynia.9 This
relationship  was  not  found  for  DM,  for  not  being  sought,  but,
c
d
theoretically,  there  might  be  a  relationship  considering  that
oth  are  chronic  medical  conditions  difﬁcult  to  treat,  and
he  adjectives  chosen  to  describe  vulvar  pain  (excruciating,
urning,  tingling)  refer  to  a  neuropathic  cause.10 Either  by  a
irect  or  indirect  mechanism,  for  example,  the  greater  pre-
isposition  to  recurrent  vaginal/urinary  infections  reported
y  this  patient,  DM  seems  to  be  a  cause  of  vulvodynia.3,8,10
In  the  presence  of  one  or  more  of  the  aforementioned
redisposing  factors,  women  may  experience  painful  sen-
ations.  Subsequently,  the  fear  of  the  painful  sensation
s  ﬁxed  in  sexual  intercourse  and  develops  an  involuntary
‘ﬂight  or  ﬁght’’  reaction  whenever  there  is  a  possibil-
ty  of  penetration.8 Furthermore,  increased  muscle  tension
econdary  to  persistent  fear  of  pain,  associated  with  the
nability  to  relax,  may  be  involved  in  the  development  of
mall  areas  of  muscle  contracture,  the  TP.11
The  clinician  should  keep  in  mind  that  penetration
ot  only  includes  the  form  that  characterizes  a  sex-
al  intercourse  (penis  ×  vagina).8 Indeed,  according  to  the
pdated  Diagnostic  and  Statistical  Manual  of  Mental  Disor-
ers  (DSM-5),  any  form  of  penetration,  either  using  ﬁngers,
ampons,  vaginal  specula  or  extenders,  can  be  particularly
ifﬁcult.2,3,12 This  demanded  adjustments  in  the  patient
ssessment  mode,  at  least  in  the  initial  phase  of  monitoring,
ll  in  order  to  foster  a  relationship  of  trust  necessary  for  the
rogress  of  treatment.
The  controlled  studies  published  up  to  the  present  day
re  no  consensus  regarding  the  superiority  of  any  tech-
ique  for  vaginismus  treatment.1,13,14 According  to  a  review
ublished  by  Cochrane,  systematic  desensitization----which
ay  include  relaxation  techniques  and  use  of  progressively
arger  dilators----seems  not  to  be  more  effective  than  cog-
itive  therapy  or  pharmacological  interventions.1 These
ata,  however,  are  obtained  from  heterogeneous  studies
ith  moderate  to  high  risk  of  bias  and  a small  number
f  patients  and,  therefore,  should  be  carefully  extrapo-
ated  into  clinical  practice.1 Regardless  of  these  limitations,
he  international  literature  is  consistent  in  asserting  that  a
aginismus  approach  is  more  likely  to  be  successful  with  an
nterdisciplinary  approach.13,14 Classically,  the  main  treat-odal  therapeutic  approach  of  vaginismus:  an  innovative
quency  of  the  pudendal  nerve.  Rev  Bras  Anestesiol.  2016.
auses  of  the  problem,  relaxation  therapy,  and  progressive
econditioning  of  involuntary  muscle  spasm.5 In  our  patient,
he  psychology  and  hypnotherapy  consultations  helped  in
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chieving  the  ﬁrst  two  goals,  while  TP  inﬁltration  associ-
ted  with  PRF  and  gradual  use  of  dilators  the  key  behind
he  desensitization  process.
According  to  our  survey  conducted  in  PubMed,  the  use  TP
nﬁltration  and  PRF  of  pudendal  nerve  has  never  been  previ-
usly  described  as  part  of  multimodal  therapeutic  strategy
or  vaginismus,  which  reinforces  the  importance  of  this
eport.
TP  are  in  the  origin  of  myofascial  syndromes  and  deﬁned
s  limited  areas  of  hyperirritability,  with  ﬁrm  consistency,
nside  the  striated  muscles,  tendons  or  fascia.11 Although
ore  often  described  in  the  scapular,  lumbar  and  gluteal
reas,  they  may  be  present  in  any  anatomical  region,  par-
icularly  perineal,  and  develop  secondary  to  acute  trauma
r  repeated  microtrauma,11 particularly  increased  muscle
ension.
Although  the  caused  pain  may  be  constant,  it  often  arises
nly  when  there  is  muscle  activity,  such  as  during  sex  inter-
ourse  or  when  these  tiny  nodule  formation  are  palpated,  as
n  the  gynecological  examination.11 The  pain  may  be  local  or
eferred  areas  and  is  associated  with  a  slight  contraction,10
ndings  that  were  seen  in  our  patient  on  the  initial  physical
xamination.
In  this  patient,  the  TP  management  decision  depended
ot  only  on  team  experience,  but  also  on  its  very  nature.
ndeed,  although  the  long-term  beneﬁts  of  different  ther-
peutic  techniques  are  questionable,  the  chronicity  of  the
atient’s  TP  led  the  team  to  opt  for  inﬁltration  with  local
nesthetic  and  steroid,  a  technique  reported  as  providing
 greater  pain  relief.11 In  fact,  physiotherapy  and  manual
herapy  are  more  suitable  for  acute  situations,  patients  with
ear  of  needles,  or  TP  in  not  easily  accessible  muscle  bun-
les,  not  present  in  our  the  case.11
The  radio  frequency  technique  (RF)  is  a  relatively  new
reatment  modality  based  on  administration  of  a  high  fre-
uency  alternating  current  in  the  vicinity  of  a  nerve  or
anglion  structure.5--7 Although  its  mechanism  of  action  is
ot  fully  understood,  it  seems  to  be  based  on  the  principle
f  neuromodulation;  that  is,  change  in  signal  transduction
nd  transmission  along  the  pain  pathways.6
This  current  can  be  administered  in  two  major  and  dis-
inct  forms.  In  continuous  RF,  the  current  is  administered
o  produce  a  thermal  lesion  on  the  target  tissue,  block
he  conduction  of  nociceptive  signal  and  provide  pain  relief
hile  nerve  terminals  do  not  regenerate.6,7 In  pulsed  RF,
he  current  is  intermittent,  there  is  heat  dissipation,  and  no
evelopment  of  neural  coagulation  The  cellular  morphology
f  the  tissue  is  maintained.  However,  it  causes  molecular
lterations  in  the  expression  of  some  transcription  factors
hat  culminate  in  change  in  pain  signal  transduction.6
RF  techniques  are  currently  used  as  a  therapeutic
ool  in  many  chronic  pain  syndromes  and,  despite  the
aucity  of  randomized  controlled  trials,  numerous  reports
f  RF  applied  to  peripheral  nerve  structures  prove  its
ffectiveness.4--6
The  pudendal  nerve,  consisting  of  the  posterior  branches
f  the  sacred  roots  S2,  S3  and  S4,  is  responsible  for  motor
nnervation  of  the  perineal  muscles  and  sensory  innervationPlease  cite  this  article  in  press  as:  Carvalho  JC,  et  al.  Multim
approach  through  trigger  point  inﬁltration  and  pulsed  radiofre
http://dx.doi.org/10.1016/j.bjane.2014.10.011
f  the  lower  portion  of  the  vagina,  vulva,  and  perineum.4
ecause  these  were  the  anatomic  regions  of  our  patient’s
omplaints,  the  choice  of  this  nerve  for  our  therapeutic
pproach  is  warranted. PRESS
J.C.  Carvalho  et  al.
We  opted  for  a  pulsed  technique  given  that  it  is  more
nnocuous  and  not  associated  with  risk  of  motor  damage,
omplications  reported  with  continuous  RF.  The  occurrence
f  a  motor  damage  would  have  devastating  effects  on
he  patient’s  already  poor  quality  of  life,  as  its  clinical
ranslation  could  include,  among  other  ﬁndings,  sphincter
ncontinence.6
Other  advantages  that  inﬂuenced  the  choice  of  pulsed  RF
re  related  to  the  fact  that  it  is  a  minimally  invasive  tech-
ique,  safe  and  well  tolerated,  which  can  be  repeated  if
here  is  recurrence  of  complaints.4--7 This  latter  characteris-
ic  was  used  in  this  case.  One  potential  drawback  associated
ith  this  blockade  is  its  technical  difﬁculty,  which  may  lead
o  a signiﬁcant  failure  rate  when  performed  by  inexperi-
nced  teams.6
The  pain  complaints  improvement  reﬂected  in  other  per-
onal  aspects  of  the  patient’s  life.  Thus,  not  only  it  was
ossible  to  advance  in  the  pharmacological  desensitization
trategy  and  suspend  the  benzodiazepines  taken  by  the
atient,  but  an  improvement  of  her  self-esteem  and  self-
ssurance  was  also  observed.  Indeed,  it  is  important  that  the
edical  team  do  not  neglect  the  emotional  charge  entailed
y  this  syndrome.  Patients  often  present  with  a  diminished
mage  of  themselves  associated  with  feelings  of  shame.8
It  is  also  essential  that  the  partners  are  included  at  all
tages  of  treatment,  as  we  try  to  do,8 either  by  the  sim-
le  coexistence  or  by  positive  feedback  mechanisms.  As  the
atient’s  sexuality  develops  and  grows,  more  safe,  happy,
nd  fulﬁlled  will  be  the  couple.8
In  summary,  we  can  say  that  although  this  is  a  single
eport,  TP  inﬁltration  and  PRF  of  pudendal  nerve  seem  to
e  a  potential  adjuvant  therapeutic  tool  in  the  management
f  vaginismus.  In  our  case,  it  provided  to  the  patient  a  pain
elief  superior  to  any  other  experienced  technique.
In  order  that  the  therapeutic  effectiveness  of  these
ases  increases  and  minimizes  the  physical  and  psychologi-
al  sequelae  developed  by  these  women  in  the  medium  and
ong  term,  it  is  essential  also  to  improve  the  diagnostic  abil-
ty  of  health  professionals.  Thus,  as  described  by  Pacik,  it  is
ecessary  that  during  the  years  of  training,  pre-  and  post-
raduation,  professionals  are  able  to  recognize  and  treat
his  syndrome  in  the  shortest  possible  time.2
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